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Chapter 17
Hemodynamic Stability and Cardiovascular 
Effects of Convective Therapies

Jeroen P. Kooman, Frank M. van der Sande, and Karel M.L. Leunissen

Abstract  This chapter addresses the acute and chronic cardiovascular effects of 
convective therapies. The most important acute cardiovascular complication in 
intermittent dialysis therapies is intra-dialytic hypotension (IDH) which causes 
patient discomfort, but is also related to end organ ischemia and mortality. The 
pathogenesis of IDH is multifactorial, in which both patient- and treatment-related 
factors are involved. The effect of the dialysis treatment on IDH is mediated by 
three factors: a decline in blood volume, an impaired reactivity of the resistance and 
capacitance vessels and myocardial contractility.

Various studies have shown that the incidence of IDH is reduced by the use of 
convective techniques. Available evidence suggests that the most important respon-
sible factor for the positive hemodynamic effects of convective techniques is an 
improved reactivity of the resistance and capacitance vessels as compared to hemo-
dialysis (HD). This phenomenon also appears to be at least partly mediated by ther-
mal factors. Post-dilution hemodiafiltration (HDF) has an increased cooling effect 
as compared to HD due to additional heat loss from the infusion line. Smaller stud-
ies showed an equivalent incidence of IDH and hemodynamic response between 
HD and convective techniques after control for thermal factors. As for the chronic 
cardiovascular effects of convective therapies, available evidence does not suggest a 
major role of convective therapies on inter-dialytic blood pressure, arterial stiffness 
or left ventricular mass. Evidence on cardiovascular events and outcomes are as yet 
conflicting, one randomized study showing a positive effect of post-dilution on-line 
HDF on cardiovascular mortality and incidence of stroke, whereas other studies did 
not show a significant effect on cardiovascular outcomes. Future randomized stud-
ies, carefully controlled for thermal factors, are needed to fully establish the poten-
tial of convective techniques in preventing both short-and long-term cardiovascular 
complications in dialysis patients.
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�Intradialytic Hypotension

�Introduction

The most important acute complication of dialysis therapies is intra-dialytic hypoten-
sion (IDH). IDH is a frequently occurring phenomenon which can cause significant 
patient discomfort but can, in some cases, even lead to severe complications. IDH has 
been defined in different ways. By K/DOQI and the European Best Practice Guidelines 
(EBPG), IDH is defined as a decline in systolic blood pressure (BP) ≥20 mmHg or a 
decline in mean arterial pressure (MAP) by 10 mmHg versus baseline, associated 
with clinical events and need for nursing interventions [1, 2]. However, in the litera-
ture, also other definitions, e.g. based on the nadir BP have been proposed [3].

The incidence of IDH during hemodialysis is significant. Historically, IDH is 
assumed to occur in 20–30 % of dialysis sessions [4]. More recent surveys have 
addressed this issue in more detail. In a survey from Great Britain in 2,193 patients 
including 6,579 dialysis sessions, symptomatic IDH (defined as a sudden decline in
BP, which required intravenous fluid replacement) occurred in 14.9  % of non-
diabetic and 20.3 % of diabetic dialysis patients [5]. In a study from the US in 1,137
patients including 44,801 treatments [6], IDH (defined as an intradialytic decline in 
systolic BP by more than 30 mmHg to a level of less than 90 mmHg) occurred in 
17.2 % of patients with a large intra-individual variability: whereas 25.1 % of
patients did not experience IDH at all, in 16.2 % IDH occurred in more than 35 %
of treatments. The incidence of IDH also varies between centers [7]. In a report 
based on audits in the Greater London area in the UK including 11 centers, the inci-
dence of IDH varied between 7 % and 28 % of treatments.

In the largest survey available so far, Stefansson et al. studied records of 39,497
patients in the USRDS database during a 90 days assessment period. IDH, defined 
in line with the K/DOQI guidelines (≥20 mmHg fall in systolic BP plus ≥2 respon-
sive measures) was observed in 31 % of patients at least once [8]. In a study in 1,409 
patients of the HEMO cohort, the incidence of IDH according to the K/DOQI defi-
nition was 9.6 % [3]. Summarizing, even in contemporary dialysis treatment, IDH 
remains a common problem. However, it also becomes clear that the definition of 
IDH used in the literature varies widely.

The consequences of IDH are substantial. On the short term, IDH leads to clini-
cal symptoms such as nausea, vomiting, cramps and cardiovascular collapse. It has 
also been involved in the pathogenesis of vascular access thrombosis [9]. At a sub-
clinical level, indirect evidence suggests that IDH as such may contribute to revers-
ible regional myocardial dysfunction (“stunning”) as well as circulating endotoxemia 
due to splanchnic hypoperfusion [10–12].
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In addition, various [3, 8, 13] reports found a relation between IDH and outcome. 
In a study in 1,244 dialysis patients, Shoji et al. observed that a fall in intra-dialytic 
systolic BP of more than 40  mmHg, was associated with an increase in 2-years 
mortality as compared to patients with a lower intra-dialytic fall in systolic BP after 
adjustment for age, gender, diabetic status, serum creatinine, ultrafiltration per body 
weight, and body weight after HD [13]. In a study by Stefansson et al. the occur-
rence of one or more episodes of IDH during a 90 day period was associated with an 
increased risk for all-cause and cardiovascular mortality, as well as for major adverse 
cardiac events during a mean follow-up time of 398 days [8]. Despite correction for 
comorbid factors, these observations do not necessarily imply causation, although 
for instance, repetitive cardiac stunning might result in persistent left ventricular 
dysfunction and is also in itself an important risk factor for mortality [14, 15].

The relation between IDH and outcome also appears to depend on its definition. 
In a recent analysis in 11,801 patients, the strongest association with mortality was 
observed with a nadir in systolic BP of 90 mmHg or less in patients with pre-dialytic 
systolic BP below 160 mmHg. In patients with pre-dialytic systolic BP levels of
160 mmHg or higher, the strongest association was observed with nadir systolic BP
levels below 100 mmHg. Unlike the results of Shoji et al. [13], in this study, symp-
toms, interventions or the magnitude of the decline in BP per se were not associated 
with outcome [3].

Nevertheless, regardless of the differences in the literature and the uncertainties 
with regard to causation, it is well established that IDH is an important risk factor 
for mortality in dialysis patients and that both for this reason, as well as to prevent 
patient discomfort, its prevention is of great clinical importance.

�Pathophysiology of IDH

The pathophysiology of IDH is multifactorial, but three major components can be 
distinguished [2, 16]. In analogy to hypovolemic shock, the first driver is the decline 
in circulating blood volume leading to a decline in venous return to the heart [17, 
18]. However, in contrast to previously healthy persons, in whom a decline in 
plasma volume up to 15 % (and in some cases up to 25 %) is not associated with 
significant clinical features, IDH can occur at a much lower decline in blood vol-
ume. In a survey in 60 IDH-prone patients, intra-morbid events (two out of three
related to IDH) occurred at a decline in relative blood volume varying between 2 % 
and 29 % [19].

The fact that IDH may occur at a much lower decline in blood volume as com-
pared to healthy subjects indicates that the normal compensatory response to hypo-
volemia can be disturbed in dialysis patients. The acute compensatory response to 
hypovolemia, subsequently activated by low and high pressure receptors in the car-
diovascular system, results in an increase in myocardial contractility and heart rate, 
as well as an increase in peripheral arterial and venous tone through sympathetic 
activation [17, 20].
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In dialysis patients, both patient as well as treatment related factors may interfere 
with the hemodynamic response during dialysis. Patient related-factors contributing 
to IDH, which will not be discussed in detail further in this chapter, include factors 
such as age and dialysis vintage, as well as structural cardiovascular abnormalities, 
such as a reduction in left ventricular systolic or diastolic function, a reduction in 
compliance of the venous system, and autonomous neuropathy [2, 6, 14, 21, 22]. 
Treatment related factors contributing to the occurrence or prevention of IDH can 
be conceptually summarized as factors influencing respectively blood volume, vas-
cular reactivity and myocardial contractility [2].

Ultrafiltration volume, the major determinant of the decline in blood volume dur-
ing dialysis [23], is mainly influenced by ultrafiltration rate, a resultant of the inter-
dialytic weight gain and treatment time. Various studies [6, 8] showed inter-dialytic 
weight gain to be important predictors of IDH. Next to ultrafiltration, an important 
treatment-related determinant of the fall in blood volume is the sodium concentra-
tion of the dialysate [24].

When blood volume declines, an adequate vascular reactivity is of pivotal impor-
tance to maintain BP. This reactivity concerns both a constriction of the resistance 
vessels, leading to an increase in systemic vascular resistance, as well as a constric-
tion of the capacitance vessels. The latter contain 80 % of circulating blood volume, 
and mobilization of so-called “unstressed” (i.e. hemodynamically inactive blood 
volume [20]) allows for maintenance of venous return and preservation of cardiac 
output despite a fall in blood volume [25]. During dialysis, this process may be 
impaired. In search for the pathogenesis of this phenomenon, it has become clear 
that thermal factors play a major role.

The dialysis membrane is an efficient heat exchanger due to the close and con-
tinuous contact between the blood and dialysis fluid. An important determinant of 
body temperature changes during dialysis is therefore the ratio between the pre-
dialytic body temperature of the patient and the dialysate temperature [26, 27]. It has 
been shown that core temperature generally increases in patients with a dialysate 
temperature of 37–37.5 °C [26, 28, 29], which may interfere with the normal reactiv-
ity of the vascular system by inducing vasodilation of the cutaneous blood vessels in 
order to remove the excess heat. One of the most potent methods to prevent IDH is 
cooling of the patient by reducing the dialysate temperature [30, 31], which is mainly 
explained by its beneficial effect on vascular reactivity [29]. In a systematic review, 
the incidence of IDH with the use of cool dialysis was reduced by 7.1 times [32].

Interestingly, core temperature increases during dialysis even without addition of 
heat from the extracorporeal circuit [33], which suggests that, apart from the effects 
of dialysate temperature, the dialysis treatment itself contributes to the increase in 
core temperature. Available literature suggests that both an initial reduction in heat 
loss from the skin due to peripheral vasoconstriction in response to a decline in 
blood volume (later followed by vasodilation), but also as yet unidentified factors 
related to the hemodialysis procedure per se play a role in the increase in core tem-
perature during dialysis [33–35]. Without additional removal of thermal energy 
from the extracorporeal circuit, a mean increase in arterial temperature of 0.47 °C
was observed during dialysis [36].
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The amount of thermal energy which needs to be removed in order to keep body 
temperature stable (isothermic) during dialysis is substantial, and has been assessed 
by monitoring extracorporeal heat flow (Jex) during dialysis by a specific device 
(Blood Temperature Monitor®). Jex is calculated by the formula: 
J c T T Q UFRex art ven b= - -( ) -( )r * 1 [35]. The product c ρ (3.81 J/°C/m3) refers to 
the heat capacity and density of blood, Tart and Tven to respectively the temperature 
in the arterial and venous blood line, Qb to extracorporeal blood flow rate and UFR 
to ultrafiltration rate. One study found a Jex of −0.25 W/kg during isothermic treat-
ments, corresponding to 24 % of the resting energy expenditure, whereas in another 
study a mean Jex of −17.9 W was observed [33, 36]. Whether it suffices to maintain 
body temperature or whether further cooling is needed to maintain optimal hemo-
dynamic stability during dialysis remains to be determined, although only small, 
albeit significant differences in the blood pressure decline during dialysis were 
observed between isothermic treatments (in which core temperature was kept sta-
ble) and dialysis during which the core temperature was decreased by 0.5 °C [37].

Regarding cardiac contractility, in important treatment-related factor is dialysate 
calcium [38], which may have relevance for the intra-dialytic blood pressure course 
[38, 39]. In addition, the dialysis procedure itself, but especially ultrafiltration may 
induce myocardial stunning [14, 15]. Whether the latter phenomenon also plays a 
role in the pathogenesis of IDH remains to be determined.

�IDH During HDF

The first study showing a difference in the hemodynamic response between convec-
tive therapies (conventional hemofiltration [HF] with infusion of bags) and HD was 
already published in 1980 by Quellhorst et al. [40]. (These results were confirmed in 
later studies with conventional HDF [41]. However, different studies also showed a 
reduction in IDH with on line convective therapies as compared to hemodialysis, 
both for on-line HF as well as HDF [42–44]. In the largest study so far (ESHOL
study), in which 906 patients were randomized to post-dilution o-HDF or HD with a
mean follow up of 1.9  years, the incidence rate ratio of IDH with on-line HDF 
(oHDF) was 0.72 [CI 0.68–0.77] as compared to HD [43]. In this study, IDH was not 
clearly defined, but the results are of significant relevance given the reduction in CV 
mortality and stroke observed in this study with the use of HDF. In a multicenter 
study in 146 patients randomly allocated to either pre-dilution oHDF (n=40), on-
line HF (n=36) or HD (n=70), a reduction [44] of IDH was observed with both 
o-HF (OR 0.69; 95 % confidence interval 0.51–0.92) as well as o-HDF (OR 0.46,
95 % confidence interval 0.33–0.63). In this study, IDH was defined as a rapid symp-
tomatic fall of systolic BP by at least 30 mmHg or that required nursing and/or medi-
cal intervention. In a meta-analysis of RCT published in 2013 in which 1,006 patients
divided over 12 study arms were pooled, the relative risk of IDH with convective 

1 A negative Jex reflects heat flow from the patient to the extracorporeal system (“cooling”)
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therapies (which also included the use of high flux treatments) was 0.55, 95 % CI 
0.35, 0.87, P=0.01) as compared to low-flux HD [45]. Comparable results (RR, 
0.49; 95 % CI, 0.30–0.81) in which HF or HDF therapies were compared to HD were
observed in a later meta-analysis [46] in five trials with in total 1,259 participants, as 
well as in another meta-analysis (RR 0.72 [CI 0.66–0.88]) [47]. Summarizing, there 
is extensive evidence that IDH is reduced by the use of convective treatments.

�Effects of Convective Therapies on the Pathophysiologic 
Determinants of IDH

Whereas the benefits of HDF on hemodynamic instability have been independently 
shown in various trials, the mechanism behind this effect has not been completely 
elucidated. Previous reports with conventional HF suggested that, possibly due to 
an increase in the Donnan effect due to protein coating of the dialyzer, sodium 
removal was lower during convective therapies [48, 49], which could result in 
improved blood volume preservation [50, 51]. However, other studies with on-line 
HF or HDF [52] did not observe differences in sodium removal, blood volume pres-
ervation, or body water compartments [50, 53, 54] between convective therapies 
and on-line convective therapies. In contrast, one study even observed a larger 
decline in blood volume during post-dilution on on-line HDF as compared to HD 
[55]. With regard to myocardial contractility, no study as yet addressed potential 
differences between HD and convective therapies.

The main mechanism affected by convective therapies appears to be an improved 
vascular reactivity [56]. Studies from the early 1980s showed an increase in sys-
temic vascular resistance as well as plasma noradrenaline levels during conven-
tional HF as compared to HD [40, 57, 58]. These results were later confirmed by 
others [59, 60], showing both an increase in peripheral vascular resistance as well as 
venous tone. The mechanisms behind the differences in vascular response between 
convective therapies and HD have not been definitely elucidated. Various mecha-
nisms, such as differences in removal of larger molecular weight vasoactive sub-
stances such as calcitonin-related gene peptide, or ouabain-like factors, or a 
reduction in inflammatory mediators have been suggested [56, 61–63]. However, 
most available evidence suggests an important role of extracorporeal cooling as an 
important contributory factor to the improved hemodynamic response during con-
vective strategies [55, 59].

�Effects of Convective Therapies on Thermal Balance

As discussed previously, the temperature in the venous blood line (Tven) is an 
important contributor to the extracorporeal heat flow rate Jex. Tven is dependent 
on the temperature of the dialysate, and the heat loss from the venous line to the 
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environment (which is approximately 7–15 W) [35, 64]. From this, it becomes 
clear that, irrespective of dialysate temperature, post-dilution HDF leads to 
additional cooling of the patient because of heat loss from the infusion line, next 
to the heat loss from the venous blood lines. This has been quantified in the 
study of Donauer et al. in which mean Jex was −5.4 W during HD and −16.6 W
during post-dilution on-line HDF with a mean dialysate/infusate temperature of 
36.8 °C and an infusion rate of 50 ml/min [55]. In this study, the rise in mean 
blood temperature in the arterial line was significantly higher during HD 
(0.39 °C) as compared to on-line HDF (0.26 °C). In order to achieve the same Jex 
during HD as compared to on-line HDF, the dialysate temperature had to be 
lowered to a mean of 35.6 °C in order to achieve the same Jex as post-dilution 
on-line HDF. It should be noted that the infusion rate in this study was substan-
tially less as compared to recent recommendations [65]. However, in a more 
recent study, mean Jex was 16.2 W during post-dilution on-line HDF with a mean
infusion rate of 59 ml/min and a dialysate temperature between 35.5 and 36.5 °C
[53]. The thermal effects are different for pre-dilution on-line HDF, where this 
additional heat loss does not play a role because the infusion fluid enters the 
blood stream before the dialyzer. This was confirmed by a study comparing pre-
dilution HDF with HD, during which the body temperature of the patient was 
kept stable (isothermic) by the feedback module of the Blood temperature moni-
tor®. During a 4.5 h treatment, the mean energy which needed to be removed to 
allow an isothermic treatment was 155  kJ during HD and 135  kJ during pre-
dilution on-line HDF, corresponding to an approximate Jex of 9.6 and 8.3 W
respectively [66].

With regard to the other, less commonly used convective strategies, no detailed 
in vivo data on thermal balance are available. For post-dilution on-line HF, the 
cooling effect will likely be larger as compared to HD with an equivalent dialysate 
temperature, because the additional heat exchange due to contact between blood 
and dialysate does not take place and because of the heat loss through the infusion 
line, as discussed previously for oHDF [46]. For pre-dilution HF, the cooling 
effect will likely be less pronounced because the infusion volumes are generally 
high and because the additional cooling due to the venous line does not take place 
[46]. In an in vitro study, the estimated thermal balance (expressed as kJ/h) was 
−35 kJ/h with pre-dilution HF (−9.7 W) at an infusate temperature of 37 °C, as
compared to 72 kJ/h with post-dilution HF (−20.0 W, −10 kJ/h (−2.8 W) with
conventional HD and −170 kJ/h (−47.2 W) with cool dialysis (35.5 °C). However,
translation from in vitro to in vivo data is hazardous because regulation of “arte-
rial” temperature, which occurs constantly in vivo, is not possible in the in vitro 
setting.

The heat loss may be larger with conventional convective techniques given the 
fact that the temperature of the infusion fluid is generally lower as compared to 
on-line convective therapies, with fluids mostly infused at room temperature [35]. 
This explains the finding that during conventional HDF, the cooling effect was 
dependent upon the infusion volume. In a crossover study in 12 patients, mean Jex 
was comparable between HD 35.5 °C (−26.6 W) and post-dilution HDF with an
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infusion rate of 2.5 L/h (mean −25.3 W) and was significantly more negative
compared with HD 37.5 °C (−3.5 W) and HDF at an infusion rate of 1 L/h
(−15.9 W) [41].

�The Relation between Extracorporeal Cooling 
and the Hemodynamic Response to HDF

These thermal effects appear to have a major impact on the hemodynamic stability 
during treatments. In a crossover study in 17 patient with frequent IDH, in which 25
treatments were compared between 3 different treatment settings the incidence of 
IDH (defined as a decline in systolic BP below 100 mmHg in the presence of symp-
toms) was 40 % higher during HD as compared to on-line HDF without correction 
for this additional energy loss, whereas no difference in hypotensive episodes 
between HD and on-line HDF was observed when the dialysate was additionally 
cooled during HD (4 % during both modalities), in order to achieve a comparable 
energy balance [55], see Fig. 17.1. In addition, in a single treatment study, no differ-
ences in the hemodynamic response to HD and on-line HDF were observed with 
comparable negative Jex [53], see Fig. 17.2. Another study in 12 dialysis patients 
found a significantly larger decline in BP during HD with a dialysate temperature of 
37.5 °C as compared to conventional HDF, but no difference in the BP fall between
HDF and cool dialysis (temperature 35.5 °C) [41]. In earlier study, by van Kuijk 
et al. vascular reactivity was clearly different between HD and conventional HF, 
when the latter was associated with a significant cooling effect whereas no differ-
ence was observed when the temperature of the infusion fluid was heated in order to 
obtain comparable thermal effects [59]. In a non-controlled prospective study in 
which 44 patients on cooled HD (median dialysate temperature 35 °C) were com-
pared to 34 patients on post-dilution oHDF (median dialysate/infusate temperature 
36 °C, infusion volume 65–85 ml/min), the incidence of IDH was even higher in the
oHDF group (25.9 % versus 16.5 %; p =0.01) [62]. In a crossover study in 12 
patients, no difference in change in cardiac output, BP or total peripheral resistance 
was observed between pre-dilution on-line HDF and HD under thermal controlled 
conditions [66]. In contrast to these findings, in the study of Locatelli, IDH was
significantly reduced despite the fact that pre-dilution HDF was used [44]. As dis-
cussed previously, theoretically, this should have resulted in the comparable thermal 
balance between the convective techniques and HD, although data on this aspect 
were not available. Also in the ESHOL study, in which a significant reduction in
IDH was observed with post-dilution HDF, which has likely resulted in significant 
cooling effects, unfortunately no data on thermal effects of the different modalities 
were available [43].

Thus, there is substantial clinical evidence for an important effect of thermal 
balance as an important contributing factor to the improved hemodynamic sta-
bility during convective therapies. Whether additional factors are also involved 
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Fig. 17.1  This figure shows that the incidence of IDH is significantly reduced by on line HDF as 
compared to HD without correction for thermal energy balance (a), but a comparable reduction in 
IDH during HD when both treatments were matched for thermal balance (Temp-HD) (b) (Reprinted 
from Donauer et al. [55]. With permission from Oxford University Press)
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in the reduction of IDH during convective therapies should be investigated in 
future randomized trials with strict control of thermal balance between HD and 
HDF.

�Long Term Effects on Cardiovascular Parameters

Cardiovascular events are the most important contributor to the greatly increased 
risk of mortality in dialysis patients [67]. Uncontrolled hypertension and struc-
tural cardiovascular abnormalities such as increased arterial stiffness and left ven-
tricular hypertrophy are important risk factors for mortality in dialysis patients 
[68–70]. It has been suggested that convective techniques are associated with 
improved cardiovascular outcomes, but also with an improved BP regulation and 
cardiovascular structure due to increased removal of larger molecular weight ure-
mic toxins and vasoactive substances such as asymmetric dimethylarginine 
(ADMA) [71]. In the following paragraphs, the available evidence for an effect of 
convective techniques on BP regulation, cardiovascular structure and outcomes 
will be summarized.
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Fig. 17.2  Figure showing that the change in systolic blood pressure (BP) during treatment was 
more dependent on the duration of the treatment than on the modality choice of HD (mean dialy-
sate temperature 35.9 °C) or on-line HDF. The number behind the modalities reflect the treatment
duration in hours (Reprinted from Cornelis et al. [53]. With permission from Elsevier)
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�Hypertension

Earlier reports suggested an improved regulation of hypertension with the use of 
conventional HF [72]. However, these results were not confirmed in later random-
ized studies with longer follow-up durations. Beerenhout et al. did not observe a 
difference in BP regulation, assessed by 48-h ambulatory BP measurements with 
the use of pre-dilution on-line HF [71]. Notably, in this study, also no effect of oHF 
on serum levels of ADMA was observed. Neither in the ESHOL nor in the
CONTRAST an effect of oHDF on BP were observed [43, 73], whereas in the 
Turkish on-line HDF study significantly higher time averaged systolic BP levels 
were observed with oHDF (129 ±13 versus 126±13 mmHg, P=0.001) as compared
to HD [74]. Also a cross-sectional study did not show differences in pre-dialytic BP 
between patients treated with HD or oHDF [62]. Therefore, there is at present no 
evidence for a direct positive additional effect on inter-dialytic BP regulation and 
hypertension control. It cannot be excluded that the earlier positive results of con-
ventional HF on BP resulted from a better volume regulation due to an improved 
hemodynamic tolerance during HF.

�Structural Cardiovascular Parameters

Few studies have assessed the effect of convective therapies on structural cardiovas-
cular parameters. In two observational studies, no differences in pulse wave veloc-
ity, as a marker of arterial stiffness, were observed between patients on oHDF and 
matched HD patients [75, 76].

Two randomized studies have studied the effect of convective techniques on 
structural cardiovascular parameters. In a study in patients comparing on-line HF 
with low-flux HD during a follow-up time of 1  year, arterial stiffness or left 
ventricular mass did not differ between the groups [71]. Also in a subgroup of the 
CONTRAST study, no differences in arterial stiffness or left ventricular mass were 
observed between the groups randomized either to low-flux HD or post-dilution 
HDF [73].

�Cardiovascular Outcomes

Three large randomized controlled trials were recently published which, in addition 
to all-cause mortality, also assessed the risk of cardiovascular mortality and/or 
events.

The CONTRAST study did not find a difference in the composite cardiovascular 
outcomes between low-flux HD and post-dilution on-line HDF (hazard ratio, 1.07;
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95  % confidence interval, 0.83–1.39) [77]. Also in the Turkish OL-HDF study,
comparing on-line HDF with high flux HD, no difference in cardiovascular mortal-
ity or events was observed in the primary analysis, although an improved cardiovas-
cular outcome was observed in the subgroup which achieved higher substitution 
volumes [74]. In the ESHOL study, a near significant difference in cardiovascular
mortality (HR, 0.67; 95 % CI, 0.44–1.02; P=0.06) between post-dilution on-line
HDF and high-flux dialysis was observed in the primary analysis. A reduction in 
stroke risk was a significant contributor to the reduced cardiovascular mortality in 
this study [43]. The reason for the improved cardiovascular outcome in this study 
was not clear, although the authors hypothesized that a reduction in systemic inflam-
mation might be involved. However, it should be noted that in this study also a sig-
nificant reduction in IDH was observed, which might have contributed to lesser 
variations in cerebral perfusion.

Also in systematic reviews, the effect of convective techniques on cardiovas-
cular outcomes has yielded conflicting results. In one analysis, no effect of 
convective techniques (defined as filtration techniques and high-flux dialysis) 
on cardiovascular outcomes was observed as compared to low-flux dialysis 
[46]. Another systematic review observed a reduction in cardiovascular mortal-
ity, but not in non-fatal cardiovascular events between convective techniques 
(including HDF, HD and acetate-free biofiltration) as compared to HD tech-
niques [47].

Summarizing, there is no solid evidence for a beneficial effect of convective 
techniques on either inter-dialytic BP regulation or structural cardiovascular param-
eters. The effect on convective techniques on cardiovascular outcome is conflicting. 
One randomized study observed a near significant reduction in cardiovascular out-
come and a reduction in stroke incidence. More studies are needed to definitely 
address the effect of convective techniques on cardiovascular outcome in dialysis 
patients.

Teaching Points
• The most important acute cardiovascular complication in intermittent dial-

ysis therapies is intra-dialytic hypotension (IDH), which is related to end 
organ ischemia and mortality.

• The effect of the dialysis treatment on IDH is mediated by three factors: a 
decline in blood volume, impaired reactivity of the resistance and capaci-
tance vessels and myocardial contractility.

• The incidence of IDH is reduced by the use of convective techniques.
• The most important responsible factor for the positive hemodynamic 

effects of convective techniques is an improved reactivity of the resistance 
and capacitance vessels as compared to hemodialysis (HD). This phenom-
enon appears to be at least partly mediated by thermal factors.

• Post-dilution hemodiafiltration (HDF) has an increased cooling effect as 
compared to HD due to additional heat loss from the infusion line.

J.P. Kooman et al.
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